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5. Frontal zoster may be called forth by an exacerbation of pulmonary 
tuberculosis, and by the paralytic or convulsive accidents which have been 
described in empyema. 
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Complete Inversion of the Puerperal Uterus : Threatened 
Gangrene, and Cure by Laparotomy. 

Schmalfuss records in the Centralbl. fur Gynuk., No. 46,1886, a case of 
inversion of the uterus after labor. Partial gangrene of the uterine wall was 
present, and, therefore, abdominal section was performed ns Thomas, of New 
York, has recommended, so that replacement might be brought about with as 
little force as possible. With careful antiseptic precautions the abdomen was 
opened and the funnel-shaped portion of the inverted uterus drawn up. The 
funnel was dilated with the finger and pressure made through the vagina on 
the fundus by means of a sponge on a sponge-holder. Reinversion was easily 
performed in this way, the uterus washed out with cold boracic lotion, and tho 
vagina tamponed with iodoform gauze. Recovery was complete. 

Defective Sanitation as a Cause of Puerperal Disease. 

Playfair, in the Lancet of Feb. 6, 1887, draws attention to the fact that 
sewer gas may cause in puerperal patients attacks of illness indistinguishable 
clinically from ordinary puerperal septiciemia. The following illustrative 
cases were given: 

Gaze /.—Temperature 104° for six weeks; pyteraic abscesses two months 
afterward. The defects in drainage were leaking of soil pipe, leaking brick 
drains, and defective joints with soaking of sewage. Further, the lady’s bed¬ 
room, boudoir, and water-closet were continuous. The curious fact is further 
mentioned that in a favorite professional street in London there have been 
seven cases of puerperal septicajmia, with two deaths, in five years. 

Gate II .—Patient had dangerous septic disease, while her husband had also 
diphtheritic sore throat. The waste pipe of the bath-room, which was close 
to the bed, opened directly into the main drain, which was thus ventilated 
into the dressing-room. 

Coze III .—Lady had well-marked septic symptoms in her second confine¬ 
ment. On examination it was ultimately found that what seemed to be a 
wardrobe in the bedroom was really a water-closet; it had a special soil 
pipe carried through the centre of- the house and opening directly into the 
main drain. It was really a costly means of ventilating the main drain into 
the sleeping apartment 

In all the cases removal from the infected house was followed by good 
results. 
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Treatment is Cases of Abortion ■where the Placenta is Retained. 

BuDiN,in a recent lecture delivered at the Academy of Medicine, considers 
the treatment in cases of abortion where the membranes have been retained; 
the dangers of such retention are hemorrhage and septicaemia. The ordi¬ 
narily accepted treatment by immediate removal, either by the finger or 
curette, he criticises unfavorably, and then proceeds to discuss 

1. Js retention of the placenta really a source of frequent accidentf 

2. Are the digital and instrumental procedures for the removal of the placenta 
quite inoffensive t 

In 210 cases at the Charity and Maternity the placenta was retained in 
40 cases (22 per cent.). "When the abortion was complete the mortality was 
almost nil. 

In the incomplete cases the results were good; one patient died from septi- 
emmia. Budin quotes several cases of death or of cellulitis, peritonitis, and 
endometritis following active removal of the placenta, either manually or by 
the curette. He recommends, therefore, the vaginal antiseptic plug against 
serious hemorrhage, and vaginal, or, if necessary, uterine antiseptic douches 
when septic symptoms arise. The antiseptics recommended are corrosive 
sublimate 1 : 2000 or 1 : 3000, and carbolic acid 2 : 100 or 3 :100. 

[Budin is so careful and accurate an observer, and one so thoroughly im¬ 
bued with the principles of antiseptics, that any recommendation from him is 
worthy of all attention. At the same time I cannot indorse his treatment. 
In many cases of retained placouta after abortion I have always removed the 
retained portions at once and douched the uterus with an antiseptic. Where 
the cervical canal has not been sufficiently dilated I have used Hegaris dilator 
to complete this. The retained portions can thus be removed bimanually as 
follows: The patient is chloroformed and placed in the dorsal posture. The 
right hand is then passed into the vagina and the index finger into the uterus, 
which is grasped by the left hand so as to steady and fix it The finger can 
now easily separate bulky remains, and any shreds can be curetted out. I 
have never had any result but perfect recovery, with no inflammatory sequelie.] 

The Treatment of Umbilical Hernia. 

Olshausen believes {Arch, fur Gynuk ., Bd. xxix. Heft 3) that umbilical 
hernia is fatal unless operated on, despite the statistics of Lindfoles, who re¬ 
cords twenty-seven cases of cure by pressure or the ligature. Olshausen, in 
fifteen cases, has seen no instances of preservation of life unless in operated 
cases. One child with part of the liver in the sac lived five weeks. When 
left to nature we usually get destruction of the amnion, tear of the peritoneum, 
and peritonitis, causing death. The following cases of operation are given: 

Case 1 by Breus. In this case Breus opened the sac, replaced the hernial 
contents without difficulty, grasped the opening with forceps, and passed 
strong silk suture below the forceps. The sac was then cut away above the 
forceps and cauterized. Cure resulted. 

Case 2 by Felsenreich. The sac was opened, excised, and the abdominal in¬ 
cision sutured by twelve stitches. Union by first intention. 

The cases of Lindfoles and Stadfeldt we omit, and pass on to give the one 
recorded by Olshausen. 
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The child presented footling, weighed 4280 grammes, and was 57 cm. long. 
It had a lurge umbilical hernia and raacroglossin. The cord was 96 cm. long, 
and was tied about 10 cm. from the umbilicus. The opening of the hernia 
was about 4 cm., and the sac contained intestine. Half an hour after birth 
there were bulls and a slight tear of the sac. Three and a half hours after¬ 
ward the following operation was performed: An oval incision was made close 
to the skin margin around the internal opening, and then the skin edge and 
amnion stripped off the parietal peritoneum (sac). The raw edges of the skin 
were then brought together, the cut vessels being ligatured. In this way the 
hernia was reduced with the peritoneum intact. The wound healed slowly 
but soundly. The child died eight months afterward from intestinal catarrh. 
On post-mortem, the macroglossia was found to be due to connective tissue 
hyperplasia. There was also non-descent of the ovaries. 

Olshausen finally points out that this operation cannot be practised unless 
the hernia is replaceable. 

A Case of Gastrotomy fob Extrauterine Gestation in which the 
Placenta never came away. 

Hr. Braithwaite records ( Lond . Obit. Train., 1886) a case where he per¬ 
formed abdominal section for extrauterine gestation. The feetus was full- 
grown, had been dead for three weeks, and was lying quite free in the abdomi¬ 
nal cavity, except that a fine membrane cut it off from the intestines which 
lay above it. The placenta covered the top of the uterus, was not removed, 
and, so far as could be made out, did not come away afterward. When the 
patient was examined bimanually some time after the operation, no trace of 
it could be felt, unless as a small ring of dense tissue at the level of about half 
an inch from the fundus uteri. 

F(Etus and Placenta of Extrauterine Gestation removed by 
Abdominal Section. 

Dr. Herman describes {Lond. Obst. Trans., 1886) a case where he removed 
an extrauterinc feetus by abdominal section. The foetus lay enclosed and 
adherent to its membranes, the liquor amnii having been absorbed. The 
placenta was attached to the anterior abdominal wall, upper surface of 
bladder, and left broad ligament. Dr. Herman tied and divided muscular 
adhesions between placenta and omentum, and separated, by tearing, the 
placenta from the bladder and abdominal wall. The part of the placenta 
adherent to the broad ligament was treated by tying the latter in two parts, 
and then cutting away the placenta. In this way the ovary had to be 
removed. 

The feetus weighed 3 pounds 8 ounces, and was compressed and flattened. 
The weight of the placenta was 28£ ounces; the cord was shrivelled, and 
the placenta seemed made up of placental tissue with extravasated blood 
between the tufts. 

A Case of Removal of both Ovaries during Pregnancy. 

Mr. Knowsley Thornton {Lond. Obst. Trans.) records a case where he 
removed both ovaries at the fourth month of pregnancy. The operation was 
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performed in the usual manner, the ligatures being placed on the pedicles as 
far from the uterus as possible. This was done with the intention of avoiding 
the metrostaxis which usually comes on when both ovaries and tubes are 
removed, as it might hence set up abortion. 

The patient recovered, and was delivered at the eighth month of gestation 
of a healthy child; the third stage was normal. Lactation was performed 
satisfactorily, although the uterus was atrophic four months afterward, and 
the mother had the usual menopause phenomena. The case further shows 
that the ovaries can have no influence in starting labor. 


On Mercurialism in Lying-in Women undergoing Sublimate 
Irrigation. 

Dakin, in the Lond. Obat. Tram., 1886, makes a valuable contribution to 
the question of mercurialism following the use of corrosive sublimate as an 
antiseptic. As is now well known, Tarnier, in 1882, was the first to use this 
drug as an antiseptic in puerperal cases. The general outcome of its use has 
been a great diminution in the mortality and morbility of maternities, a 
result somewhat clouded by occasional cases of poisoning with even fatal 
results, as many as eight deaths having been reported. The cases known are 
as follows: 

1. StadtfeldVs caae. One intrauterine injection, 1:1500, five days after labor. 
Death on eleventh day. Kidney and intestinal changes found. 

2. Somer's case. Vaginal, 1:1000. 

3. Wafer's case. Intrauterine douche, 1:1000; vaginal afterward of 
1:1000. Death on fourth day. Post-mortem, gangrenous colitis and peri¬ 
toneal exudation. 

4. Vohlz. Intrauterine injection, 1:750, after abortion. Death on eleventh 
day after intestinal and kidney symptoms. 

5. Partridge. Two intrauterine injections, 1:2000; dysenteric symptoms 
and death. 

C and 7. Thom. Intrauterine douche after missed abortion, 1:1000; vaginal 
douche, 1:1000 in forceps case. Renal and intestinal lesions. 

8. Ziegenspeck. Death on thirteenth day after three injections of 1:5000. 
No bad symptoms until second intrauterine douche on eighth day; patient 
died five days afterward. 

9. Netzel. Intrauterine douche, 1:1500, on seventh day; abdominal pain 
then complained of; renal symptoms with albumen and lime salts in urine. 
Death on twenty-second day. 

10. Gustav Braun. Douche during first stage; episiotomy performed during 
second stage, and intrauterine irrigation, 1:1000, after expulsion of placenta. 
Diarrhcea on third, and collapse on seventh day. 

11. Hofmeier. One douche of 1:1000. Death on sixth day. 

In all cases of douching Keller found mercury in urine, and also albumen. 

Dakin then gives the results of the use of sublimate irrigation in 170 
patients confined in the General Lying-in Hospital, London, under the 
charge of Dr. William P. Champneys. The sublimate is used as follows: 
Hands and instruments are disinfected with 1:1000; the vagina is douched 
after labor with 1: 2000, two pints, at a temperature of 115°-120° F., being 
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used. For the first two days three pints of 1: 2000 at 110° F. are employed, 
and then the strength is reduced to 1:4000. The patient occupies the dorsal 
posture, and after the douche is finished turns on her hands and knees, to 
evacuate any residuum. 

Symptoms of poisoning usually appeared between the fourth and seventh 
days, and were usually diarrhoea, with blood and tenesmus, sometimes vom¬ 
iting, patchy tongue, thirst and loss of appetite, fetor of breath, salivation 
with tenderness of teeth and gums, as well as red line on gums. The urine 
contained albumen in 11 of the cases. 

Details of the one fatal case are given, with examination of kidneys. 

He comes to the conclusion that a strength of 1:4000 is sufficient for 
douching. 


Castration - in Neuroses. 

Schroder ( Zcitachrift fur Geb. und Gyndk., Bd. xiil Hft. 2) first points 
out that his disagreement with the views of Hegar in this question is only 
partial. With Hegar, he agrees in separating the cases where one removes 
diseased ovaries from those where the ovaries are removed to bring on the 
menopause. In the first class of cases the indications present no difficulty. 
No one can dispute that it is right to remove ovaries when diseased. The 
only point on which opinions can differ is as to whether the disease is severe 
enough to demand extirpation. This class, of course, includes ordinary 
ovariotomies, but one has as much right to remove a chronically inflamed 
ovary when dangerous to life or causing pelvic inflammatory mischief. When 
one ovary is thu3 affected, it alone should be removed; and it may be possible 
to remove only part of it. Schroder would, with Martin, include these with 
ovariotomy cases, thus separating them from castration. 

The second class is quite different, as one must remove both ovaries com¬ 
pletely; not because they are diseased, but to bring on the menopause. 
Schroder further points out that the effect of the removal of the ovaries or 
fibroids must be settled by experience, and criticises the view that neuroses 
are associated with pathological changes in the ovaries. Hegar admits that 
the nervous disturbance does not in any way agree with the severity of the 
pathological changes, but Schroder goes further, and alleges that the hitherto 
demonstrated changes, either clinical or anatomical, have nothing to dp with 
general neuroses. 

Schroder next points out the difficulty of diagnosticating minor changes in the 
ovaries, even with Schultze’s method, and alleges (quite truly) that our knowl¬ 
edge of the pathological anatomy of the ovary, apart from tumor formation, 
is practically a blank, and that there is, therefore, entirely wanting a scien¬ 
tific basis for castration so far as the pathological changes in the ovary are 
concerned. Schroder has performed castration for neuroses ten times, but 
gives the result in only four, where the time since' operation has been long 
enough to enable one to judge. He points out here that the immediate effect 
may be good, but that ultimately a relapse to the old condition takes place. 
The results in the four cases were good; no special pathological changes were 
found in the ovaries removed. 
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A Case of Cured Peritoneal Tuberculosis. 

Poten ( CentT. fur Gynak.. Jan. 15,1887) first draws attention to Hegar’s 
monograph on genital tuberculosis, and to the statements in it as to the cure 
or arrest of diffuse miliary tubercle of the peritoneum by laparotomy. He 
points out that it must be shown in each case that the affection is really 
miliary tubercle, and not a granulating affection of some other sort. This 
can only be settled, of course, by the discovery of miliary tubercle and the 
bacillus tuberculosis on microscopic examination. 

Konig, in some cases of peritoneal tuberculosis, treated with carbolic acid 
and iodoform, found miliary tubercle present on microscopic examination; 
but there is no information as to the presence of bacilli. Poten then records 
a case of peritoneal tuberculosis in a woman where bacilli were found. Frau 
K., twenty-nine years of age, had three children, the last a year and a half 
before. During the suckling of her youngest child had swollen limbs, which 
continued after weaning. Afterward swelling of the abdomen began, and 
also some prolapsus uteri. Weakness and wasting were also present. 

On examination the abdomen was found markedly swollen, especially at 
and below the umbilicus. The abdominal walls were somewhat stretched, 
soft, and could be indented. Fluctuation was distinct, but there was no 
special hardness. On percussion the note was markedly tympanitic below the 
liver, dull between the symphysis and a point a hand’s breadth above the 
umbilicus, as well as in the flanks and on change of position. 

The anterior vaginal wall was slightly prolapsed, the uterus retroposed, 
movable, and with no evident tumor attachment. Fluctuation in Douglas’s 
pouch doubtful per rectum. Diagnosis was thus difficult. 

On abdominal section clear yellow fluid issued in a stream from the incision. 
The peritoneum and intestines were then seen to be covered -with small 
nodules of a grayish-red color; uterus and ovaries unaltered in size, but also 
covered with nodules. All the fluid was removed, a piece of the peritoneum 
resected for microscopic examination, and the incision closed. 

The patient recovered perfectly so far as the operation was concerned, and 
was, a year after the operation, in good health, with no tubercular affection 
apparent. 

The piece of peritoneum removed was 2-3 mm. thick, and dense in consist¬ 
ence. On section it was grayish-red in color, with yellow specks. The free 
surface showed little prominences about the size of a millet-seed, and without 
ulceration; the Bheen of the peritoneum was lost. In section perpendicular 
to the surface, one could see a cellular granulation tissue, which seemed 
toward the surface more like connective tissue. Tubetcles, single and in 
groups, were present, and most abundant in the deeper layers of the thickened 
peritoneum; they form the miliary prominences at the surface already alluded 
to. They show the most varied forms, from simple granulation knots to de¬ 
veloped wandering tubercle cells, with central caseation. Abundant fat cells 
lie near the tubercles and in the loose subserous tissue. 

The demonstration of the bacilli was attended with difficulty. In many of 
the sections no bacilli could be found, but ultimately they were found, though 
sparingly, in some of the wandering cells. They were usually single, but in 
one cell two were noted. 
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On Periuterine Hematocele. 

Gusserow points out {Arch, fur Gynak., Bd. 29, Heft 3) that of late years 
our knowledge in regard to hajmatocele has been increased by Kuhn, who 
showed that we could have extraperitoneal hiematocele apart from the puer- 
perium; by Gallam, who as early as 1855 pointed out that the greater number 
of hiematoceles were due to buret tubal pregnancies; and finally, in regard 
to treatment, by the clinical work of Zweifel, Martin, and others. 

Gusserow then takes up the consideration of eight cases of retrouterine 
hajmatocele on which he operated. 

Case I. Frau E., thirty-six years of age, first menstruated when sixteen. 
The period was regular, and lasted two days; her last period was on Septem¬ 
ber 11,1885. She has had five children, the last in 1876. After an abortion 
in 1878 she had pelvic inflammation, which kept her in bed for six weeks. 
On March 1,1885, bleeding came on, which lasted till November 7. Great 
abdominal pains came on then, especially at the right side, but diminished 
after a practitioner removed some membranous shreds. The pains, however, 
continued. On the 19th she had severe attacks when the bowels or bladder 
acted, and therefore sought admission to hospital on the 29th. 

On abdominal palpation, the abdomen was soft and painful in both iliac 
regions. Through the abdominal wall one could feel a tumor on the right 
lower regions, with an upper convex border reaching as high up on the right 
as the anterior superior spine and navel. It did not reach as high in the 
middle line. The posterior fornix was bulged with an elastic tumor and the 
cervix pushed forward to the symphysis. The tumor could be felt on both 
sides of the uterus. 

Diagnosis. Retrouterine hematocele. The pains increased, but there was 
no fever; the abdomen became tympanitic, and there was great difficulty in 
evacuating the bowels and bladder; while the tumor did not increase for three 
weeks, neither did it diminish. The posterior fornix was therefore incised, 
the patient being chloroformed, and a large quantity of black, broken- 
down blood, as well as fresh and old clots, washed out with salicylic acid. A 
drainage tube was then inserted, and the vagina packed with iodoform gauze. 
The patient improved decidedly after this, and the tumor diminished to the 
Bize of a child’s head. 

On December 26 the catheter for washing out passed toward the right into 
a compartment of the tumor, and evacuated 400 to 500 c. cm. of a dirty fluid, 
which clotted in part on exposure, contained much albumen, and red and 
white blood-corpuscles. The patient continued well till January 11, when 
the swelling again filled, and severe pains came on; menstruation was not 
present. Pulse 100°, temperature 38.2° C. By injection a considerable 
amount of fluid was evacuated on the 15th, but the patient’s condition did 
not improve on the 28th. Abdominal section was performed, and the cyst¬ 
like walls of the sac stitched to the abdominal walls. A drainage tube could 
then be passed, and all secretion drained through the vagina. The patient 
improved until July 3, when she had all the symptoms and signs of perforative 
peritonitis, viz., distention, sickness, almost imperceptible pulse, etc. All this 
passed off under the free use of stimulants. Patient was practically well on 
March 4. 
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Case II. Frau D., thirty-seven years of age. Had nine children; an abor¬ 
tion in 1882, followed by pelvic inflammation. On December 18, 1885, had 
severe pain in abdomen, with uterine hemorrhage; on January 6 a tumor 
was felt through the left lateral fornix and in Douglas’s pouch. Its upper 
boundary was above the pubis, and the uterus was to the front, though still 
retroflexed. Temperature normal. 

The tumor was incised per vaginam, and the finger passed into the loose 
cedematous connective tissue. A considerable amount of dark blood was thus 
evacuated, and old blood clots removed with a blunt curette. No evidence of 
cxtrauterine pregnancy could be found. The edges of the sac were sutured 
to the vaginal incision, and the cavity packed with loose iodoform gauze. 
The gauze was removed in a few hours, and a drainage tube passed. Recovery 
good. Douglas’s pouch free, uterus retroflexed and fixed somewhat to the 
right side. The other five cases are much like the preceding in their history, 
physical signs, and treatment. All the eight recovered. 

The critical remarks given on these cases are as follows: Gusserow believes 
his cases to have been hrematomata— i. e., extraperitoneal effusions of blood. 
Case II. he believes to have been hajmatomn of the left broad ligament. In 
regard to the diagnosis of the hmmatoma of the broad ligament, he asserts 
that the important points are that the upper half cylindrical boundary can 
be felt while handling any tumor case—he felt it in Douglas’s pouch. The 
lateral position of the tumor, and its mobility at first, are also valuable in 
pointing to this diagnosis. The remaining finger can be passed behind and 
in front of the swelling, but notes its lateral continuity with the uterus and 
pelvic wall. 

In four of his cases Gusserow suspected extrauterino pregnancy as the cause 
of the effusion, but found no evidence of this in the blood evacuated. He 
points out that there need be no fear of septic infection by this operative in¬ 
terference and that by it pains, etc., are immediately removed and tbe patient 
cured in a period varying from twelve days to three weeks. The details are 
as follows: Case 1, cured in three weeks; Case 2, in three weeks; Case 3, in 
twelve days; Case 4, in eighteen days, etc. 

The following was the method of opening the blood effusion. The vagina 
was first douched with corrosive sublimate solution 1:2000, and then the 
lowest point of the tumor punctured with a lancet-Bhaped knife, the incision 
being enlarged as required. The clots were then washed out with salicylic 
acid solutions and the walls of the cyst, when distinguishable, stitched to the 
vaginal mucous membrane. A thick drainage tube was inserted and the 
vagina tamponed with iodoform gauze. 

Gusserow considers this method superior to treatment by laparotomy. He 
recommends operative treatment only in cases where absorption of the blood 
is delayed or where the local manifestations are severe.. The majority of 
cases of periuterine hematocele are cured with rest in bed. 

Ox Cancer of the Uterus. 

Williams, in his interesting Harveian lectures {Lancet, 1887), defines the 
term “cancer of the uterus” as meaning a new growth possessing malignant 
properties— i. c., it possesses the power of invading neighboring tissues and of 
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reproducing itself in the form of secondary growths in other and distant parts. 
He recognizes three types of malignant disease, viz., sarcoma, adenoma, and 
carcinoma. Sarcoma is of the connective tissue type. Carcinoma and ade¬ 
noma are of the epithelial type. This classification is not perfect, of course, 
as we may have what looks like a mixed form, and sarcoma may assume an 
alveolar form like adenoma. 

The uterus is considered as divided into three parts, viz., the vaginal por¬ 
tion, the cervix, and the body. The portio lies projecting into the vagina; 
the cervix is bounded below by this and above by a plane passing through 
the portion where the characteristic cervical structure ends and the tubular 
glands of the uterus begin. This, of course, gives also the lower boundary of 
the body. Dr. Williams condemns rightly the use of the terms scirrhus, en- 
cephaloid, medullary, and epithelioma. 

Cancer of theportia vaginalis is defined as beginning in the stratified epithe¬ 
lium on the vaginal surface or in the transitional epithelium at the os exter¬ 
num. He thus excludes sarcomata and glandular cancer. Eight cases are 
described in their clinical features and the microscopic examination of the 
parts removed given. The disease was found to begin atone orseveral points, 
not to spread into the cervical canal but to creep toward the vaginal wall, 
thus advancing superficially in seven of the cases. Seven of the cases were 
married, but they had less than the average number of children. The earliest 
symptom was hemorrhage. 

Before taking up cervical cancer, the nature of the so-called erosion is con¬ 
sidered. A true erosion is defined as being a surface with a structure like 
that of the mucous membrane of the cervical canal lying in the position usu¬ 
ally occupied by squamous epithelium. It differs from cancer in that its 
epithelium is in single layer, and from adenoma in the glands being compara¬ 
tively superficial. He believes such erosions to be produced by the glandular 
epithelium proliferating and then destroying and replacing the squamous 
epithelium beneath which they lie. The stroma around the glands is also 
active, being infiltrated with nuclei and small cells. The view advanced 
differs from that of Euge and Veit, who hold that the glands in an erosion 
arise from a change in the deeper layer of the stratified epithelium. 

Cancer of the cervix begins in the glands, which increase in number and 
grow where usually they do not exist. Their epithelial lining proliferates, 
becomes multiple-layered, and may fill the gland lumen. It may exist in a 
polypoid, papillary, or nodular form; the two latter forms passing into the 
substance of the cervix and connective tissue around it—the very worst direc¬ 
tion possible from an operative point of view. They avoid encroachment on 
the uterine body and vaginal walls. 

Cancer of the body of the uterus is either adenoma or true cancer, both 
growing from the gland epithelium. It spreads into the muscular coat and 
may open into the intestine, or cause inflammatory adhesions. The glands 
affected are those of the broad ligament or of the connective tissue anterior to 
the spinal column. In all the case3 the disease begins after the menopause, 
the ages averaging from fifty-three to sixty-three. 

Dr. Williams discusses finally the question of radical treatment, and advo¬ 
cates supravaginal amputation for cervical cancer as against total extirpation. 
For cancer of the body, of course, total extirpation is the only remedy. 

HO. CLXXXVII.—JULT, 1687. 19 
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The Etiology, Pathology, and Classification of Salpingitis. 

The question of the pathology of salpingitis has been a matter of controversy 
between Tait, of Birmingham, and Sanger, of Leipzig. We have no intention 
of judging between the two combatants, but merely summarize the excellent 
resume of the classification and pathology of salpingitis given by Sanger in a 
letter addressed to the President of the Chicago Gynecological Society [Amcr. 
Journ, of Obstetrics, March, 1887). 

Sanger bases his pathology on the germ theory and the anatomical relations 
of the sexual organs. The genital tract from hymen to frirabriated end of 
Fallopian tube is exposed to access by organisms which may pas3 from the ex¬ 
ternal medium to the tubes either along the mucous membrane or through the 
lymphatics; mischief may also pass from the peritoneal cavity into the tubes. 

Various microorganisms have been found in the genital tract, but those 
considered the cause of disease (pathogenous microorganisms) are not many. 
Sanger classifies the forms of salpingitis into three groups, as follows: 

Group I. Forms of salpingitis produced by known specific microbes. 

1. Salpingitis gnnorrheeieu, produced by the gonococcus of Xeisscr. 

2. Salpingitis tuberculosa, produced by the bacillus tuberculosis of Koch. 

3. Salpingitis actinomycotica, produced by the actinomyccs bovis of 
Ballinger. 

Group II. Forms of salpingitis due to specific microbes identical with those 
producing traumatic infection. 

1. Salpingitis septica. 

Group III. Forms of salpingitis produced by specific but as yd unknown 
microbes. 

1. Salpingitis syphilitica. 

Group I. Gonorrhoeal salpingitis is admitted by all as a form, the only 
point denied by some being whether the gonococcus of Neisser is the cause 
of it. All admit that gonorrhcea spreads to the tubes and sets up this form. 
Sanger shows that the tube becomes distended with pus, chiefly at the abdom¬ 
inal end, while the uterine end becomes thickened; the peritoneum becomes 
infected by the pus escaping through the ostium abdorainale. Gonorrhcea 
produces only surface suppuration, and any abscesses in the psoas ligament or 
ovaries are usually septic. 

It must not be forgotten that while Xeisser’a gonococci are found abun¬ 
dantly in the gonorrhoeal pus from the cervix, their demonstration in the 
tubes is difficult, and in some cases of undoubted gonorrhoeal salpingitis they 
have not been found. 

Salpingitis tuberculosa i3 known chiefly through Hegar’s work (Amer. 
Journ. Med. Sci. for April, 1887, p. 586), and is a distinct affection from the 
caseating pus of a pyosalpinx. This latter should be termed “ coagulation 
necrosis.” 

Salpingitis actinomycotica is undoubtedly one of the greatest rarities in 
gynecology, but has been described by Zemann in his paper 11 Ueber die Akti- 

nomycose des Baucbfells und der Baucheingeweide beim Menschen.” In this 
case the tubes were dilated and purulent, with clumps of actinomyces present 
in the lumen of the tube and granulations in the walls. The fungus had 
passed from the intestines or vagina. [Descriptions of this fungus will be 
found in Klein’s Microorganisms and Woodhead’s Pathology.\ 
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In the forms of salpingitis knotvn ns septica and syphilitica the evidence of 
their being due to a pathogenic microorganism is not yet complete. It must 
be remembered that the pathogenous microorganism of syphilis has not yet 
been discovered, and much has yet to bo done in regard to those and septic 
conditions. 

The Pathology of Chronic Inflammatory Disease of the Uterine 
Appendages as Illustrated by the Preparations of Sixty- 
three Cases removed during the Year 188G. 

Mr. Lawson Tait gives, in the Brit. Med. Journ. of April 1G, 1887, his 
views of the pathology of chronic inflammatory disease of the uterine appen- 
dages, as illustrated in a scries of G3 cases operated on by him during 1886. 

Mr. Tait recognizes five classes of cases as follows: First, catarrhal; sec¬ 
ondly, those produced by the exanthemata at the time of puberty; thirdly, 
goiiorrliteal cases; fourthly, those occurring from inflammatory mischief in 
the post-puerperal state; and lastly, cases where the uterus is infantile, and 
the appendages disorganized by inflammatory action. 

The following are the statistics of the G3 cases: There was only one death. 
The gonorrhea! and post-puerperal cases preponderate, inasmuch as 53 of 
the women were married, and in 3 of the unmarried the cause was undoubt¬ 
edly gonorrhma. One case of double pyosalpinx followed the prolonged use 
of intrauterine pessaries intended to remedy an anteflexion. 

In every case there was no possibility of the woman becoming pregnant, as 
in the majority the trumpet of the tube was found glued to the ovary; in 
others the fimbria; were coalesced, the ovary remaining free. 

In one-third of the cases the exanthemata, usually scarlet fever, had caused 
the inflammatory condition. The condition of the tubes varied. In the early 
stages they were intensely congested and friable; in the later cases the appen¬ 
dages were cirrhotic, and few Graafian follicles were present in the ovaries. 
The nature of the fluid contents varied, but was either cheesy or serous. He 
did not believe this had much bearing in determining the patient’s sufferings; 
this was due to the adhesions. C 
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Statistics of Crime is Europe. 

According to the journal L’l/aJie ( Annal. tThyipbie publijne, sr. 3, t 
xrii. p. 57), the number of individuals, per 100,000 inhabitants, convicted of 
homicide is in Italy, 8.12; Spain, 7.83; Hungary, 6.09; Austria, 2.24; Bel¬ 
gium, 1.78; France, 1.56; Germany, 1.11; Great Britain, 0.60. In respect of 



